ProviderOne Billing and Resource Guide

The Remittance Advice

Understanding Claim(s) Status

This chapter shows how to:

= Obtain the Agency Remittance Advice (RA).

= Determine what claims were paid.

= Determine if any claims were denied.

= Review adjustment reason and remark codes (Explanation of Benefit codes) to research denied

claims.

= Understand the payment and RA cycle.

= Review claims in process.
The RA provides providers with the information needed to check the status of the claims. Providers can
apply payments to the client accounts from the “Claim Paid” section(s).

Why Is Reconciling the Remittance Advice (RA) Important?

The Health Care Authority (the Agency) makes payments to providers weekly. The Agency always
pays on Monday each week and claim submission cutoff in the payment system is Tuesday at 6 p.m.*
to make payment the following Monday for a “clean” claim. Clean claims are claims that have all of
the required data elements and do not conflict with Agency program policies. Clean claims submitted
after cutoff will be paid the following payment cycle of the following Monday. The Agency sends out
the RA weekly through a variety of methods and it is always following Monday’s payment cycle.

*Note: Claims may arrive in the payment system before 6 p.m. on Tuesday, but not be
processed until after the cut off time. These claims will miss the next Monday payment
and be paid the following payment cycle of the following Monday.

The RA is broken down into key elements:

=  RA Newsletter

=  RA Summary

= Paid Claims

= Denied Claims

= Claims — In — Process
= Adjustment Claims

Each key section may be split into multiple parts that could include “paid claims -physician claims™ and
“paid claims - Medicare crossover claims” located on different pages. Be sure to look for possible
multiple sections when reconciling the RA.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict
between this document and an Agency rule, the Agency rule controls. 145



ProviderOne Billing and Resource Guide

A contract, known as the Core Provider Agreement, governs the relationship between the Agency and
providers. The Core Provider Agreement’s terms and conditions incorporate federal laws, rules and
regulations, state law, the Agency rules and regulations, and the Agency program policies, numbered
memoranda, and billing instructions, including this Guide. Providers must submit a claim in accordance
with the Agency rules, policies, numbered memoranda, and billing instructions in effect at the time they
provided the service.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict
between this document and an Agency rule, the Agency rule controls. 146



ProviderOne Billing and Resource Guide

The Key Steps

1. Retrieve Remittance Advice

2. Review Updates and Key Messages
3. Review Summary

4. Review Paid Claims

5. Review and Research Denied Claims
6. Review Adjusted Claims

7. Review In Process Claims

8. Review the EOB Codes

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict
between this document and an Agency rule, the Agency rule controls. 147
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1. Retrieve Remittance Advice

Why?

There are several ways to obtain the Remittance Advice (RA). Providers will want to select the
method that bests suits their business needs.

= The methods are:

PDF file

Electronic 835

» Retrieve the RA via the ProviderOne Portal
Log in to ProviderOne
Choose the EXT Provider Claims/Payment Status Checker or EXT Provider Super
User profile
Select “View Payment” (RHCs and FQHC:s select “View Capitation Payment” to view
enhancement/Managed Care RAS)

The segment below will be displayed.
Click on the RAJETRR Number in the first column to review a PDF of the RA.
ProviderOne will hold 4 years of RAs generated in ProviderOne.

RA/ETRR Payment List:
Filter By : Biling Provider NPT - And -
RA/ETRR Number | Check Number Check/ETRR Date | RA Date | Claim Count | Charges Payment Amount | Adjusted Amount | Download
AY AY AY AV AY AY AY AY AY
0000001 0000001 (04/11/2013 04/1212013 1726 $93.13 $59.90 $47.1
0000002 0000002 [04/04/2013 04/05/2013 1787 $93.13 | $59.90 $47.01

Failing to use the correct user profile. This may result in not being able to retrieve the
RA in ProviderOne.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict
between this document and an Agency rule, the Agency rule controls.

148




ProviderOne Billing and Resource Guide

2. Review Updates and Key Messages

The Agency uses the RA “newsletter” to communicate changes and new information. Taking the
time to review this section will ensure current important Medical Assistance changes and messages
will be seen.

View the first page of the RA.

Washington State
Health Care AUthority Health Care Authority Remittance Advice

GEORGE WASHINGTONDDS

4012 GRAND ST — A

YANCOUWVER YW, 95656
Phone: (360) BEE-T122

Prepared Drate: 032872010
D - RA Date: 05282010
FA Number: 118021 _ B

Page 1
Billing Provider: 2260186000 g c

1. Attention all Providers:
You may dispute overpayment admustments hsted m this Remattance Advice (RA) by sending a wntten request for a hearing to:
»  Office of Financial Recovery(OFR) at P.O. Box 9301, Olympia, Washington 98507-9501 within 28 days of the A Date.
Your Raquest for the heanng must:
+  Be sent by Cerified Mal (Fetwn Feceipt) or other manner that proves that OFR. recerved your request. Tou may be requuired to prove that your
request was receivad by OFE:
+  Include 2 Statement a< to why vou think the overpayments are not comectly admdicated and
»  Included a copy of this Remittance Advice (RA).
The Office of Admimistrative Heaning will schedule a3 Formal Hearng. Heanings are conducted under the Adounistrative Procedure Act. You wall be offered 2

Pre-Heanng Conference m an Attempt to reselve your dispute Prior to the Formal Heaning.
2. Your elamms weare processed n ProviderOne, the Department of Soctal and Health Services new payment system If you have any questions, please eall 1-800-562-3022 and follow the appropriate

prompts.
I E

Note: This example of the RA is just an approximation of a providers actual RA.
A. Provider demographic information.
The number assigned to the RA.
The NPI provider number used in billing the Agency.
The payment date and the date this RA was prepared.

mo O w

The main body of this RA page is our newsletter with important provider update
information (sometimes specific to certain provider groups).

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict
between this document and an Agency rule, the Agency rule controls. 149



ProviderOne Billing and Resource Guide

s

NOTE: Providers can call the IVR to check their warrant (check) amount. See Appendix O.

m  Failing to review this section of the RA. The Agency uses the RA to communicate
important changes. Providers may miss an update that could affect their payment.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict
between this document and an Agency rule, the Agency rule controls. 150
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3. Review Summary

Providers can find out the total amount of their Electronic Funds Transfer (EFT) or warrant (check)
and how the Agency determined that amount.

The summary page lists all claim payments by sections and all other payment and adjustment

amounts.
A Prepared Date: 08012005
RA Number: 118021 RA Date; 080872005
WarronVEFT # 4387 WarronVEFT Date: 08092005
WarrantVEFT Amount: §2,149.75 h Payment Method: Warrant Page: 002
B
Claims Summary Provider Adjustments
?ﬂm-ng i segory ?Yr-ial Biled [Total T’r:!nl L [Towt TTotal Paid k! ling [N TScarce 'A:Lm‘,vmnl Threvious Yluﬂln'rwr.! 'R'mnng
|Prenider |{Amount Adowod |{Amount  |Cliem Provider Invoice Type Balanco |Amoent Balance
[ Amount |Resp. Number Amount ‘ Amount
| | {Amoumt
[ I I | I S0000]  $000] 20185000 [CH3 SI2000  $70000]  $500.06) | E
e T — s
) 00| $1.70¢ % 500 00
\ -
| i F
Total Adjustment Amsount $2,400.00

Note: This example of the RA s just an approximation of a providers actual RA.

Check number and date of payment.

Total payment received on the check (warrant) or EFT.

Total of the paid claims on this RA.

Deduction due to a claim adjustment from the total paid amount.
Deduction due to an audit overpayment ($700).

Deduction due to an IRS Lien ($1700).

n Failing to review any payment adjustments. This could be mistaken as a under payment
or an over payment by the Agency.

nmoow>

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict
between this document and an Agency rule, the Agency rule controls. 151
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4. Review Paid Claims

ProviderOne Billing and Resource Guide

The Remittance Advice shows all claims paid during the previous week.

Review the Paid Claims section(s)
= There may be more than one “Paid Claims” section depending upon what services were
provided and have been paid. For example, if there were billings for children’s Early and
Periodic Screening, Diagnosis and Treatment exam (EPSDT) there would be a “Paid
Claims — EPSDT Claims” section that would be separate from the “Paid Claims —
Professional Claim” section.
= Be aware of the possibility of multiple paid claim sections to ensure that account payments
for all paid claims listed on the RA get posted.

Professional (Physician) Paid Services

R Number: 118021 WarrantEFT £ WarrantEFT Date: 11032011 Prepared Date: 110472011 RA Date: 11042011
Catezory: Paid Billing Provider: 2250185000 Fage 15
Chenf Name | TN TindRendering  [Gervice  [ove Code or |Total UmtgBilled  [Alowed  [oalesTar JTFL  |Chent [Paid Amounf [Remark  [Adjustment
(Client ID / (Claim Type / 7 |Provider! |Datefs) NDC | or Amount  |Ameount Amount  |Responsible Codes Feazon Codes
Med Record #/ RY Claim #/ RX#/ Mod / DS Amount | NCEDP
Patient Acct #/ I # / | Anth office Rev & Clas Bejection
(Orisinal TCN/ Auth# _|code _ Codes |
SMITH, OLIYIA JBawes0n | 1 10180011 |91 LOW0| 514800 0 W0 S0 S0 S000| 167=S158.00
22224 Z3WeA: Professional Clxim Wsmm |25
123477
1 TOI8/2011- 90633 om0 S10W W06 SO0 s0.00 S0 %50 IR
Professional Claim wismn fs.
Document Total__ 1018 011 10IS 2011 100 S180 G ___an__aw S0 06
SMITH, OLIVIA JBO0EH00 | ] T0/I872011- 99203 TOW]  SL0M] w09y S| S0 S0 W00 $5=51008
1222284 FRA Professional Claim 101872011
123477
Document Total: _1010/2011-1009/2011 100 SIIm__ wie _ sw S S0 W9
SMITH, OLvIA JLBaweenw ] 1 TO/I8/2011- 85025 T 6l S0 s000 S0 B 15=50038
1222244 F3A Professional Claim 101872011
123477
1 U200 [50047 T T I S0 AT =500
Professional Claim 10192011_|gW
Document Total. 101920111018/ 2011 00 w900 SIaT W sl 0.0 S5
Note: This example of the RA is just an approximation of a providers actual RA.
Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict
between this document and an Agency rule, the Agency rule controls. 152
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EPSDT Paid Children Health Services.

BA Number: 113021 Warrant’EFT #: WarrantEFT Date: 11032011 Prepared Date: 114042011 FA Date: 11042011
Catesory: Paid Billinz Provider: 2250186000 Page 13
Chent Name TCN indRendering [Service  |ove Code or  [Total UmtBilled  |Alowed  [SalesTax |TFL  [Chient [Faid Amount [Remark  [Adjustment
Clignt ID / (Claim Type / # [Provider |  |Date(s) NDC | or Amgunt  |[Amount Amount  |Responsible Codes Reason Codes
Med Record 2/ BX Claim # / RX#/ Mod / D/ Amount | NCFDP
Patient Acct #/ v # | Auth offiice # Rev & Class Rejection
(Origimal TCN/ Anth # |l:ode _ _ Codes
SMITH, OLIIA JOLL0001550 | 1 1019/1011- [99302 Looog| 19100 80,44 W0 S0 S0.00) S04 45=5110.5
(122220 20A EPSDT Claim 10082011 |25
123458
ji 107182011~ |%0d08 0000 S10.04 §5.04 S0.00 §0.00) S0.00) 5506 45=500
EPSDT Claim 10192011 |sL _
E 10/182011- %07 L0000 S10.04 §5.04 S0.00 §0.00) S0.00) 5506 45=500
EPSDT Claim 10719/ _ | | | |
[ 1092011~ 90707 L0000 sm.m' $5.96) .00 SD.DO| SU.IJO| Si.ﬂtil 45=510
EPSDT Claim 10192011 |SL
Dorument Total: _ 1/190/2011-1019/2011 40000 52100 $08.31 $0.00 S0.00 0.0 S?S.SI
SMITH, OLIYIA BAMEENw | 1 107251011~ [99302 Loogo|  $190.09 8044 @00 S0 S0.00 0.4 45=5110.5
12 AR EPSDT Claim 10252011 |25
123477
ji 107252011~ |%0633 0000 S10.04 §5.04 S0.00 §0.00) S0.00) 5506 45=500
EPSDT Claim 1025201 |sL _ | | |
E 107252011- |M06s5 L0000 S10.04 §5.04 S0.00 §0.00) S0.00) 5506 45=500
EPSDT Claim 1028000 fst | | | |
Diocument Total:  10/2572011-102572011 30000 SN1L0D 013 0.0 .00 $0.00 §00.36
rr— e s m—r 2 — T T T ——

T ———— T — T T T
Note: This example of the RA is just an approximation of a providers actual RA

%2 Note: Some paid claims may also contain denied service lines. Those denied service lines will
still be posted in the paid claims sections within the specific claim that was paid.

n Missing a paid claim section. This may result in an unecessary call to the Medical
Assistance Customer Service Center (MACSC), or a claim re-bill that causes extra work for
both provider and the Agency.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict
between this document and an Agency rule, the Agency rule controls. 153
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5. Review and Research Denied Claims

The Remittance Advice shows all claims denied during the previous week.

= | ocate the Denied Claims Section on the RA

me WarrantEFT #: WarrantEFT Date: 11102011 Prepared Date: 1U11/2011 RA Date: 11112011
Catemory: Denied Billinz Provider: 2250188000 1%
Chent Name | TCN mndRenderinz |oervice  [ovi Code or  [Total UmtBilled  |Alowed  |Gales Tax |IPL Client [Paid Amount |Remark  |Adjustment
Client ID/ (Claim Type / #  |Provider! |Date(s) NDC | or Amount  |Amount Amount  |Respomsible Codes Reazon Codes,
Med Record # BX Claim #/ RX#/ Mod/ DS Amount | NCPDP
Patient Acct #/ Inv # / | Auth office # Rev & Class Rejection
Orizinal TCN/ Auth # Code Codes
SMITH, C SM33300068501000 1|111080759 | 031472011~ |99213 10000 SLA®|  som|  sam|  sa00 00 | PG
O0TT60WA Professional Claim 13142011
1227754

Tocument Total:__(3/ 1420103142011 L0000 14800 W W s S0.00 50.00
SMTH, C 1305000001100 1|1811080750 | U/Z12011- w9213 TO00] SIS0 S0 o0 su0 0.0 000 MAM [1=S1E.00
10011”66WA Professional Claim 0321/2011
1227754

Document Total: 132U 201103112011 L0000 14800 00 S s $0.00 $0.000
BROWI, A 0ttzas00n700] 1 L0220 [99213 L0000 SH48.] o)) soo0]  S0.00) $0.00) 3. 14 =S148.00
H022553388WA Professional Claim 111022011
1227754

Document Toral._1VTV201-11022011 TO00 __ S148.00 ] 0.0 il b

The Client lizted above enrolled with:  MOLINA BEALTHCARE OF WASHINGION INC

Note: This example of the RA is just an approximation of a providers actual RA

= Look for the HIPAA Adjustment Reason and Remark Code to determine why the claims denied.
Every denied claim will have a Claim Adjustment Reason Code. Some will also have a
Remittance Advice Remark Code for further information. These HIPAA codes are available at:
http://www.wpc-edi.com/products/codelists/alertservice.

= [fa provider is still unable to understand the denial, a customer service representative can
assist at the Medical Assistance Customer Service Center (MACSC) at
1-800-562-3022.

= After reviewing the HIPAA Adjustment Reason and Remark Codes, determine the denial reason
and if the claim can be corrected to be re-billed or resubmitted for reprocessing.
Re-bill or resubmit when:
= The entire claim is denied.
= Anindividual line on a professional/dental service multiple-line claim is denied. This line
can usually be re-billed as a new claim.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict
between this document and an Agency rule, the Agency rule controls. 154
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= The paid professional/dental claim can be adjusted to correct an error on the denied line of
a multiple line claim.

= Providers have 2 years to get this claim re-billed or resubmitted, referencing the original
Transaction Control Number (TCN).

= Providers have 6 months from the Medicare process date to re-bill or resubmit a crossover claim.

See Key Step 6 of the “Submit Fee For Service Claims to Medical Assistance” section for more
information on adjust/resubmit/void claims.

)

% Note: For claim denials related to private insurance or for clarification billing Medicaid
secondary to private insurance, please contact the Coordination of Benefits office at 1-800-
562-3022 ext. 16134.

)

E Note: There may be more than one “Denied Claims” section depending upon what
services were provided and that have been denied. For example, if the billing was for
children’s EPSDT screening exam there would be a “Denied Claims — EPSDT Claim” section
that would be separate from the “Denied Claims — Professional Claim” section. Be aware of
that possibility to ensure that all denied claims are accounted for on the RA.

n Missing a denied claim section on the RA. Providers may:
= Overlook a claim or line that needs to be re-billed or resubmitted and delay
payment.
= Overlook re-billing or resubmitting a claim or line until it is past the timely billing
period.
= Overlook re-billing or resubmitting a claim until it is past the primary payer’s timely
billing period.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict
between this document and an Agency rule, the Agency rule controls. 155
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6. Review Adjusted Claims

This section of the RA lists claims that have been adjusted or modified from the original billing.
Providers may have sent in an adjustment request to correct a paid claim or the Agency has done
an adjustment for various reasons. Adjusted claims may affect the amount of the payment for
services. Medical Assistance does not process “corrected claims” as such but uses the adjustment
process to a paid claim to modify or correct an original claim error.

= Page through the RA until the section category labeled “adjustments” is found.

ﬁ ‘WarrantEFT #: ‘WarrantEFT Date: 117102011 Prepared Date: 117112011 FA Date: 11112011
Catezory: Adjustments illing Provider: 2250128000 Page 14
ient M - TCN/ ingRendering  |Service Sve Code or Allowed  [Sales Tax |TPL (Client TPaid Amonnt [Remark [Adjustment
(Client ID / (Claim Type / # |Provider /! |Datefs) NDC [ | Amount Amount  |Respomsible Codes Reason Codes
Med Record 2/ BX Claim 2/ RX#/ Mod / Amount | NCFDP
Patient Acct &/ Lo # / Anth office # Rev & Class Rejection
| Original TCN/ Auth # |-:ode Codes
SMITH, C A401130010003334000 1} 10112011- [o9212 81183 S0.00 -522.03 110 =-364.07
HO0T1TT66WA Professional Claim W 242
1227754
3011 33300025801 000
AT13001 0003554000 ] ToA172011- [10160 5740 S0.00] 7428 110=-3186.7]
F i i 101172011 |76
A01130010003334000 3] 002001~ 99113 337584 S0.00) -537.84 110 =-3110.14]
Professional Claim | e |5
40112001 0009934000 4 1W102011- |10160 l.l)Oﬂ'D| -5261.00| 87418 .00 S0.00 50,00 -574.18 110=-§186.72
Professional Claim | 107102011
Document Total:__ 107102011 10112011 L0000 S7E700 520033 S0 S0.00 S0 9wl _|—Credit
SWITH, C BRI R LTI TWIL2011- |22 0000 000 .00 B | SILE] 15 =50007
100117766WA Professional Claim 1112011 (2425
1227754
3011 1000
3011 110000 3 10112011- |10160 L0000) 000 S0.00 S0.00) 57418 45=5186.72
F jonal Claim I 10112011 |76
WHDBDDDDDT‘]UD 3 10/1072011- (10160 L1000 0,00} 50,00} 5000} 57418 45=5186.72
|Professional Claim | 1011072011
Document Total:  10v10/2011-101172011 3.0000 £609.00 17149 30.00 50.00 30.00 517140 - Dehit

Note: This example of the RA is just an approximation of a providers actual RA.

= Adjustments to modify or correct claim billing errors utilize these basic accounting principles
and will have two transactions displayed on the RA.

= The Credit transaction is a copy of the original claim with dollar amounts listed as a
negative.

= The Debit transaction is a repayment that displays the modification or corrections
made to the original claim and the associated repayment dollar amounts.

= ProviderOne will then subtract the original payment amount from the adjusted claim
payment amount and include this difference in the current payment amount.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict

between this document and an Agency rule, the Agency rule controls. 156
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)

V; Note: Remember the adjustment to the original claim may actually reduce the adjusted
claim payment resulting in a subtraction in the current payment amount.

B
@ Note: If providers “owe” the Agency more money from adjustments to claims than they
earned from other paid claims on the current RA, they may be in a “credit balance” situation.
The Agency will wait until providers have been paid enough through subsequent billings to
satisfy the “credit balance” situation before making an actual payment. An RA will be made

available weekly in any case.

L] Not reviewing the adjustment section. There may be paid and denied claims in this
section.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict
between this document and an Agency rule, the Agency rule controls. 157
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7. Review In-Process Claims

This section of the RA displays claims that are currently in process. These claims are in the
payment system but usually pending review by a claim processing staff and will show up on a
future RA as a paid or denied claim.

Review the section under the “In Process” claims category.

R4 Number: WarrantEFT #: Warrant/EFT Date: 10272011 Prepared Date: 10282011 RA Date: 10282011
Category: In Process Billing Provider: 2230186000 Page 30
NI TCN/ TndRenderinz [ervice  JovcCode ar |Total UniryBilled  |Allowed  |SalesTmx |IFL  [Client [Paid Amount [Remark  |Adjustment
(Client ID / (Claim Type / # [Provider/ |Datefs) INDC | Amount Amount  |Responsible Codes Reason Codes
Med Record #/ RX Claim#/ RX#/ Mod/ Amount | NCFDP
Patient Acct #/ Iy #/ Auth office # Rev & Class Rejection
Orisinal TCN/ Auth # Code Codes
SMITH, ¢ binLzssoo0ssnmog| 1 OT/0L2011- [DOL4D S0 Wo0| s ] 0.0
100117766WA 71012011
1317754
po11332000eg010000] 2 0701/2011- |D1203 S0.00 S0.00) S0.00 S0.00 £0.00)
17012011
znllsssnnnssnlmnnl 3 OT0L2011- [D2030 S| s0.00 su.uul su.ml 00
170172011
20113330008801[!]0!1 1 OT0L2011- [D2030 S| s0.00 su.uu| su.ml 00
17012011
mlsssnnnssnlwnnl 5 07012011- [D2030 saoe|  $0.00) su.uu| su.ml 0.0
17012011
20113330008301[!]00‘ [i 07012011- [D2930 S0.00 .00 SU.EIUl SU.DOl 50.00
17012011
20113330008801[1100' T Tl (DI S| s0.00 su.uul su.ml 0.0
17012011
Document Total: 070120110701 2011 000 S14a00 L] E] 0.0

Note: This example of the RA is just an approximation of a providers actual RA.

(] Rebilling claims because you do not see them in the other sections of the RA. Make sure
to review the claims in process section.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict
between this document and an Agency rule, the Agency rule controls. 158
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8. Review the EOB Codes

There could be many reasons a claim could be denied or additional information could be added to a
processed claim. Providers can find these HIPAA Adjustment Reason Codes and Remark Codes on the
last page of their Remittance Advice.

Download the PDF file of the Remittance Advice, locate the claim denial code and then scroll down to
the last page of the RA to find the code and code definition.

Adjustment Reason Code: / NCFDF Rejection Codes
119 : Benefit maxinmum for time period or oconmence has been reached

125 : Submission/billing ermor(s). At least one Bemark Code mmst be provided {may be comprised of either the NCPDP Peject Feason Code, or Remittance Advice Femark Code that is not an ATERT.)

16 : Claim/service lacks information which is needed for adjudication. At least one Remark Code must be provided {may be conmprised of either the NCPDP Reject Reason Code, or Remittance Advice '\.E'L“l_]i Code that is not an
ALERT)

204 : This service'equipment/dmez is not coverad imdsr the patient's omment benafit plan

22 : This care may be coverad by another payer per coondination of benefits.

24 Charges are covered 1mder 2 capitation agraement managed care plan

26 : Expenses incurred prior to coverage.

4 : The procedure code is inconsistent with the modifier used or 2 reguired modifier is missing. Mote: Refer to the 835 Haalthcare Policy Identification Sezment (loop 2110 Service Payment Information REF), if presant

45 : Charge exceads fee schedula‘maxivmm allowsble or conracted legislated fee amrangement (Use Group Codes PR or CO depending upon lability).

96 : Non-covered charge(s). At least one Remark Code nmst be provided (may be ;ou:p'ls.ed of either the NCPDP Eeject Raason Code, or Femittance Advice Remark Code that is not an ATERT ) Note: Rafer to the 835 Healthcare
Pelicy Identification Segment (Joop 2110 Service Payment Information REF), if present.

Al: Claim/Service demied At least one Remark Code mmss be provided (may be comprised of either the NCPDP Beject Reason Code, or Remittance Advice Remark Code that is not an ATERT))

fssing/moonplete imvalid intemsal or document control mmnber.

Sacondary paymesnt cannat be considersd without the u:antlr) of ar payment infonmation from the primary payer. The information was either not reported or was illegible
ing/incomplete/invalid replacement claim nformation.

Missing incomplete invalid patient birth date

Drate range not valid with umits submitted

The mumber of Diays or Units of Service exceads our scceptable maximom .

1428 : Mot covered when performed in this place of service.

The complete list of the Federal Adjustment Reason Codes and Remark Codes (as well as the
Taxonomy Codes) codes can be located on web page http://www.wpc-edi.com/reference/.

= Not downloading the RA to find the denial codes.
= Not reviewing the Adjustment Reason Code and the Remark Code if both are on the
denied claim.

Every effort has been made to ensure this guide’s accuracy. However, in the unlikely event of an actual or apparent conflict
between this document and an Agency rule, the Agency rule controls. 159
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